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Summary
Background.  —  Care  provider  support  for  therapeutic  patient  education  (TPE),  its  results  and
relationships  with  patients  are  factors  in  the  setting  up  and  sustainability  of  this  practice.
Aim. —  With  a  view  to  understanding  the  factors  determining  TPE  care  provider  participation
and favouring  its  development,  the  aim  of  this  study  was  to  describe  the  perception  healthcare
providers have  of  TPE  in  heart  failure.Care  relationship Methods.  —  A  national  survey  by  self-administered  questionnaire  was  performed  in  2013  in
61 Observatoire  de  l’INsufﬁsance  cardiaque  (ODIN;  Heart  Failure  Observatory)  centres  par-
ticipating in  the  I-CARE  programme.  The  cardiologist  in  charge  of  each  centre  received  ﬁve
questionnaires:  one  for  him/herself  and  four  for  other  healthcare  providers  working  with
him/her.
Abbreviations: HF, Heart failure; ODIN, Observatoire De l’INsufﬁsance cardiaque; SFC, Société franc¸aise de cardiologie; TPE, Therapeutic
atient education.
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Results.  —  We  received  116  responses  out  of  the  305  questionnaires  sent  (38.0%).  Almost  all
of the  responders  stated  that  the  patients  were  more  observant  after  TPE  sessions  (91.4%).
According  to  the  responders,  patients  were  better  informed  thanks  to  TPE  (53.9%);  they  stated
that TPE  had  changed  their  relationships  with  patients  (81.9%);  they  also  felt  that  they  were
educating  the  patient’s  close  family/friends  at  the  same  time  as  the  patients  (86.2%).
Conclusion.  —  The  survey  showed  that  TPE  improves  care  relationships.  Healthcare  providers
recognize  that  they  have  been  working  differently  since  the  programme  was  set  up,  and  want
the patient’s  close  family/friends  to  be  involved  in  treatment.
© 2015  Elsevier  Masson  SAS.  All  rights  reserved.
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Résumé
Contexte.  —  Les  représentations  de  l’éducation  thérapeutique  qu’ont  les  soignants,  de  ces
résultats et  de  la  relation  au  patient  sont  des  facteurs  d’implantation  et  de  pérennisation
de cette  pratique.
Objectif.  —  Dans  la  perspective  de  comprendre  les  leviers  de  la  participation  des  soignants
à l’ETP  et  dans  l’optique  de  favoriser  son  développement,  cette  étude  avait  pour  objectif
de décrire  la  perception  que  les  professionnels  de  santé  avaient  de  l’ETP  dans  l’insufﬁsance
cardiaque.
Méthode. —  Une  enquête  nationale  par  questionnaire  auto-administré  a  été  réalisée  de  janvier
à mai  2013  auprès  de  61  centres  ODIN  faisant  partie  du  programme  I-CARE.  Le  cardiologue  en
charge du  centre  a  rec¸u  5  questionnaires  :  1  pour  lui  et  4  à  transmettre  aux  autres  professionnels
travaillant avec  lui.
Résultats.  —  Sur  les  305  questionnaires  envoyés,  nous  avons  obtenu  116  réponses  (38,0  %).  La
quasi-totalité  des  répondants  déclaraient  que  les  patients  étaient  davantage  observants  en
ayant suivi  une  ETP  (91,4  %).  Selon  les  répondants,  le  patient  avait  acquis  davantage  de  connais-
sances grâce  à  l’ETP  (53,9  %).  Ils  disaient  que  l’ETP  avait  changé  leur  relation  avec  les  patients
(81,9 %).  Ils  déclaraient  avoir  le  sentiment  d’éduquer  les  proches  du  malade  en  même  temps
que le  patient  (86,2  %).
Conclusion.  — L’enquête  montre  que  l’ETP  améliore  la  relation  de  soin.  Les  professionnels
de santé  reconnaissent  travailler  différemment  depuis  sa  mise  en  œuvre  et  souhaitent  que
l’entourage  du  patient  soit  intégré  à  la  prise  en  charge.
© 2015  Elsevier  Masson  SAS.  Tous  droits  réservés.
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The  aim  of  therapeutic  patient  education  (TPE)  is  to  help
patients  acquire  or  maintain  the  skills  they  need  to  bet-
ter  manage  their  lives  with  a  chronic  illness  [1]. Nowadays,
the  value  of  TPE  has  been  recognized  in  most  industrialized
countries  for  many  chronic  diseases  [2—5].  In  light  of  this,
TPE  is  part  of  the  recommendations  for  the  treatment  of
heart  failure  (HF)  [6,7],  which  has  become  a  major  pub-
lic  health  problem  [8,9].  There  is  growing  evidence  that
patient  education  in  ‘‘HF  self-care’’  decreases  HF  mor-
bidity  and  mortality,  lowers  hospital  readmission  rates  and
improves  quality  of  life  [10].  However,  the  efﬁcacy  of  TPE
programmes  on  HF  remains  questionable,  in  part  because
most  studies  in  the  literature  lack  a  precise  programme
description,  making  comparative  analysis  of  the  studies  dif-
ﬁcult  [11].  TPE  requires  active  participation  of  the  patient
in  the  care  and  follow-up  processes  of  the  illness  [12].
This  non-pharmacological  care  takes  both  patient’s  and  care
t
p
s
hrovider’s  priorities  into  account,  which  facilitates  patient
onitoring.  The  efﬁcacy  of  TPE  in  the  improvement  of
atient  health  and  quality  of  life,  and  in  the  reduction  of
orbidity  and  mortality,  has  already  been  demonstrated  in
he  cardiovascular  domain  [6—13]. This  innovative  care  sys-
em  has  changed  the  care  provider/patient  relationship  by
dvocating  a  partnership  that  incites  healthcare  providers
o  consider  each  patient  as  an  equal  [14].  Moreover,  TPE  has
odiﬁed  the  relationships  that  may  exist  among  healthcare
roviders,  given  the  multidisciplinarity  of  treatment  by  TPE
15]. Despite  the  fact  that  TPE  in  HF  has  proven  its  efﬁ-
acy  in  randomized  trials  and  is  recommended  [6—13],  it
emains  a minority  practice.  Care  provider  support  for  TPE,
ts  results  and  relationships  with  patients  are  factors  in  the
etting  up  and  sustainability  of  this  practice.  With  a  view
o  understanding  the  factors  determining  TPE  care  provider
articipation  and  favouring  its  development,  the  aim  of  this
tudy  was  to  describe  the  perception  healthcare  providers
ave  of  TPE  in  HF.
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ethods
 national  survey  by  self-administered  questionnaire  was
erformed  from  January  to  May  2013  in  all  Observatoire  De
’INsufﬁsance  cardiaque  (ODIN;  Heart  Failure  Observatory)
entres  (n  =  61)  participating  in  the  I-CARE  programme.  The
-CARE  programme  was  created  by  the  Société  franc¸aise  de
ardiologie  (SFC:  French  Cardiology  Society)  and  the  French
ederation  of  Cardiology.  In  2011,  over  220  centres  in  France
nd  French-speaking  Benelux  were  participating  in  the  I-
ARE  programme  [16].  The  aims  of  the  I-CARE  programme
ere  to  evaluate  the  effect  of  TPE  on  the  morbidity  and
ortality  of  HF  patients  and  to  develop  and  implement
tandardized  tools  and  training  sessions.  Evaluation  of  the
mpact  of  TPE  on  morbidity  and  mortality  was  performed
y  creating  a  vast  ODIN  registry  from  patients  treated  in
articipating  I-CARE  centres,  whether  these  patients  were
ducated  (in  terms  of  TPE)  or  not.  In  all,  the  ODIN  registry
ncluded  3248  patients  from  61  participating  centres.  The  61
articipating  ODIN  centres  were  as  follows:  seven  rehabilita-
ion  centres;  ﬁve  treatment  networks;  32  general  hospitals;
4  university  hospitals;  and  three  private  clinics  [17].
In  each  of  the  61  centres  surveyed,  the  cardiologist  in
harge  received  ﬁve  questionnaires:  one  for  him/herself  and
our  for  the  healthcare  providers  that  work  with  him/her
nurses,  dieticians,  physical  therapists,  psychologists,  phar-
acists,  ergotherapists,  MDs,  etc.).  Each  questionnaire  was
ccompanied  by  an  information  letter  and  a  self-addressed
tamped  envelope.  The  responses  were  anonymous.  Data
reatment  was  authorized  by  the  CNIL  (French  Data  Pro-
ection  Authority).  The  questionnaire  was  drawn  up  by  a
luridisciplinary  team  of  cardiologists,  lawyers  and  special-
sts  in  ethics  and  public  health.
The  questionnaire  was  divided  into  ﬁve  parts  with  37
uestions  (19  close-ended  questions  and  18  open-ended
uestions  enabling  the  justiﬁcation  of  responses).  The  ﬁrst
art  of  the  questionnaire  dealt  with  general  subjects  related
o  the  profession  and  perception  of  TPE.  To  best  respect
atient  anonymity,  we  did  not  ask  responders  about  their
ge,  background/education,  TPE  experience  or  which  ODIN
entre  they  worked  in.  The  second  part  concerned  the
mplementation  of  TPE,  particularly  the  target  population,
he  reasons  for  excluding  some  patients  and  the  healthcare
roviders  putting  it  into  practice.  These  questions  were  also
eant  to  evaluate  the  information  given  to  patients  before
articipation  in  the  programme.  The  third  part  sought  to
valuate  care  provider  feelings  about  the  impact  of  TPE  on
atient  lifestyles,  appreciation  of  changes  in  their  obser-
ance  and  justiﬁcation  of  the  modiﬁcation  in  their  lifestyles.
he  fourth  part  was  concerned  with  the  repercussions  TPE
as  for  care  provider/patient  relationships.  Finally,  the  last
art  dealt  with  care  provider  feelings  in  terms  of  the  pres-
nce  of  a  third  party  in  the  care  relationship.
Variables  were  reported  as  percentages  of  the  total  num-
er  of  responders.  A  textual  analysis  was  used  to  process
pen-ended  questions.  Preliminary  processing  of  open-
nded  questions  was  performed  by  grouping  the  responses
n  the  various  categories  according  to  the  ideas  transmitted
nd  the  terms  used  by  the  responders.
For  qualitative  analysis  of  the  results,  we  used  the  Morin-
hartier  method  [18,19],  by  designing  a  code  grid  that  listed
he  various  themes  encountered  in  subthemes  from  detailed
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nalysis  of  a  sample  of  responses.  Analysis  of  the  results  was
imple,  descriptive  without  comparison.  For  each  responder
roup  and  for  all  of  the  responders,  for  each  variable,  the
requency  of  response  modes  was  expressed  in  numbers  and
n  percentage  of  total  responses.  We  included  all  of  the  ODIN
entres.  For  a  proportion  of  the  answers  at  25%,  the  sample
ize  that  was  obtained  enabled  an  estimated  95%  conﬁdence
nterval  of  between  6%  and  11%,  according  to  the  values  of
he  frequencies  observed.
esults
he  results  are  summarized  in  Table  1.
argeted population and perception of TPE by
ealthcare providers
e  obtained  116  responses  out  of  the  305  question-
aires  sent:  30  responses  from  cardiologists  (49.2%)  and  86
esponses  from  other  care  providers  (35.2%:  nurses,  53.5%:
utritionists,  29%:  physical  therapists,  8.1%:  psychologists,
.6%:  pharmacists,  1.2%:  ergotherapists,  1.2%:  generalists,
.2%:  rheumatologists,  1.2%).  Of  the  116  questionnaires
eceived,  all  were  completed  in  full  by  the  responders.
Most  of  the  responders  viewed  TPE  as  a  continuous  pro-
ess  in  patient  care  (93.1%  of  all  responders,  90.0%  of
ardiologists  and  94.2%  of  other  care  providers),  as  a  means
f  exchanging  information  with  the  patients  in  terms  of  their
llness  (61.2%  of  all  responders,  63.3%  of  cardiologists  and
0.5%  of  other  care  providers)  and  as  an  educational  process
40.5%  of  all  responders,  46.7%  of  cardiologists  and  38.4%  of
ther  care  providers).
etting up TPE
he  healthcare  provider  who  proposed  TPE  to  patients  was
he  cardiologist  (82.8%  of  the  total  population,  76.6%  of
ardiologists  and  84.9%  of  other  care  providers).  The  car-
iologists  (56.7%)  and  other  care  providers  (62.8%)  stated
hat  they  did  not  propose  TPE  to  all  patients.  The  cardio-
ogists  justiﬁed  their  response  with  reasons  linked  to  the
atient  characteristics  (76.5%),  organization  of  care  (47.0%)
r  oversight  (11.8%).  The  other  care  providers  cited  reasons
inked  to  the  patient  characteristics  (81.5%).
The  obligation  to  inform  patients  before  the  implemen-
ation  of  a TPE  programme  was  considered  as  necessary
80.2%  of  the  total  population,  60.0%  of  cardiologists  and
7.2%  of  other  care  providers).  This  information  favoured
nderstanding  and  motivated  patients  to  give  their  informed
onsent  (60.3%  of  the  total  population,  40.0%  of  cardiologists
nd  67.4%  of  other  care  providers).  The  majority  of  cardio-
ogists  considered  that  the  information  given  to  the  patients
as  not  sufﬁcient  (53.3%),  whereas  the  majority  of  the  other
are  providers  considered  it  as  sufﬁcient  (54.6%).
mpact of TPE on patient lifestylelmost  all  of  the  responders  stated  that  the  patients  were
ore  observant  after  attending  TPE  than  if  they  had  had
raditional  care  management  (91.4%  of  all  responders,
3.3%  of  cardiologists  and  90.7%  of  other  care  providers).
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Table  1  Descriptions  of  the  perception  of  therapeutic  patient  education  in  heart  failure  by  healthcare  providers.
Total  Cardiologists  Other  healthcare
providers
Number  of  responders  116  (38.0)  30  (49.2)  86  (35.2)
How  do  you  view  TPE?a
TPE  is  a  continuous  process  in  patient  care  108  (93.1)  27  (90.0)  81  (94.2)
TPE  makes  it  possible  to  exchange
information  on  the  illness  with  the  patient
71  (61.2)  19  (63.3)  52  (60.5)
TPE  is  an  education 47  (40.5) 14  (46.7) 33  (38.4)
Compared  with  traditional  care,  do  you  think
TPE  provides  added  value  in  patient  care?
Yes  115  (99.1)  30  (100)  85  (98.8)
No  0  (0)  0  (0)  0  (0)
No  answer  1  (0.9)  0  (0)  1  (1.2)
If  yes,  how?a
More  knowledge 62  (53.9) 17  (56.7) 45  (52.9)
Improves  the  care  relationship 25  (21.7) 10  (33.3) 15  (17.6)
Patients  feel  more  supported  15  (12.9)  5  (16.7)  10  (11.8)
Patients  more  conﬁdent  on  a  daily  basis  13  (11.3)  6  (20.0)  7  (8.2)
Has  TPE  changed  your  relationship  with
patients?
Yes  95  (81.9)  21  (70.0)  74  (86.1)
No  21  (18.1)  9  (30.0)  12  (13.9)
No  answer  0  (0)  0  (0)  0  (0)
If  yes,  how?a
Relationship  more  stable  55  (57.9)  9  (42.9)  46  (62.2)
More  exchange  of  information  between
care  providers  and  the  patient
45 (47.4)  7  (33.3)  38  (51.3)
Enables  a  holistic  approach  42  (44.2)  6  (28.6)  36  (48.6)
Greater  conﬁdence  15  (15.8)  3  (14.3)  12  (16.2)
Greater  tolerance  in  terms  of
non-observance
5 (5.3)  2  (9.5)  3  (3.5)
Better  communication  4  (4.2)  0  (0)  4  (5.4)
Overall,  what  do  you  think  of  the  presence  of
third  parties  in  the  care  relationship?a
Added  value 93  (80.2) 22  (73.3)  71  (82.6)
Reassuring  for  the  patient 82  (70.7) 20  (66.7) 62  (72.1)
Optional  64  (55.2) 20  (66.7)  44  (51.2)
Necessary  for  the  success  of  the  programme 59  (50.9) 12  (40.0) 47  (54.6)
Necessary  for  the  patient  53  (45.7)  10  (33.3)  43  (50.0)
Restricting  for  the  patient 15  (12.9)  4  (13.3)  11  (12.8)
Problematic  10  (8.6)  2  (6.7)  8  (9.3)
Compulsory  8  (6.9)  3  (10.0)  5  (5.8)
When  an  expert  patient  steps  in,  what  should
his/her  role  be  in  TPE  sessions?a
Sharing  102  (87.9)  25  (83.3)  77  (89.5)
Advising  55  (47.4)  16  (53.3)  39  (45.3)
Listening  47  (40.5)  11  (36.7)  36  (41.9)
Observing  27  (23.3)  10  (33.3)  17  (19.8)
Training  21  (18.1)  6  (20.0)  15  (17.4)
Data are expressed as number (%). TPE: therapeutic patient education.
a Several answers possible.
iAccording  to  the  responders,  TPE  changed  patients’  habits
(86.2%  of  all  responders,  93.3%  of  cardiologists  and  83.7%  of
other  care  providers)  and  the  change  was  justiﬁed  (92.0%  of
all  responders,  89.3%  of  cardiologists  and  93.0%  of  other  care
providers).  The  cardiologists  justiﬁed  these  changes  by  the
t
T
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hmprovement  in  patient  quality  of  life  (40.0%)  and  by  the  fact
hat  the  patients  had  given  their  informed  consent  (24%).
he  other  care  providers  justiﬁed  these  changes  by  the
mprovement  in  patient  health  practices  (44.8%)  and  their
ealth  status  (37.3%).  For  the  responders,  TPE  made  the
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atients  more  responsible  (94.8%  of  all  responders,  96.7%  of
ardiologists  and  94.2%  of  other  care  providers),  was  not  suf-
cient  to  make  the  patient  completely  autonomous  (61.2%
f  all  responders,  73.3%  of  cardiologists  and  57.0%  of  other
are  providers),  but  could  not  be  bad  for  a  patient  in  case
f  failure  (63.8%  of  all  responders,  63.3%  of  cardiologists
nd  63.9%  of  other  care  providers).  They  did  not  think  that
here  could  be  a  medicolegal  risk  linked  to  the  implementa-
ion  of  TPE  (68.1%  of  all  responders,  66.7%  of  cardiologists
nd  68.6%  of  other  care  providers).
mpact of TPE on the care relationship
ompared  with  traditional  care,  TPE  was  viewed  as  bringing
ore  to  patients  (99.1%  of  all  responders,  100%  of  cardiolo-
ists  and  98.8%  of  other  care  providers).
The  responders  stated  that  TPE  had  changed  their  rela-
ionships  with  the  patients  (81.9%  of  all  responders,  70.0%  of
ardiologists  and  86.1%  of  other  care  providers).  According
o  them,  the  training  they  had  in  TPE  changed  their  way  of
nforming  patients  (85.3%  of  all  responders,  80%  of  cardio-
ogists  and  87.2%  of  other  care  providers)  and  TPE  changed
he  way  they  view  patients  (64.7%  of  all  responders,  70.0%
f  cardiologists  and  62.8%  of  other  care  providers).
The  cardiologists  recognized  that  they  had  more  conﬁ-
ence  in  their  patients’  management  of  their  illness  (47.6%)
nd  stressed  the  need  to  take  the  lifestyles,  beliefs  and  val-
es  of  patients  into  consideration  in  order  to  determine  the
rogramme  (47.6%).  The  cardiologists  (73.3%)  and  other  care
roviders  (77.9%)  stated  that  TPE  had  changed  the  way  they
ork.
hird-party participation in care through TPE
hree  quarters  of  the  responders  thought  that  the  presence
f  a  third  party  in  the  care  relationship  could  be  useful
71.6%  of  all  responders,  66.7%  of  cardiologists  and  73.3%
f  other  care  providers).
he presence of the patient’s close
amily/friends
he  responders  agreed  that  they  felt  they  were  educating
he  close  family/friends  at  the  same  time  as  the  patient
86.2%  of  all  responders,  90.0%  of  cardiologists  and  84.9%
f  other  care  providers),  an  education  that  was  necessary
o  improve  patient  care  (66.4%  of  all  responders,  70.0%  of
ardiologists  and  65.1%  of  other  care  providers).  They  stated
hat  they  felt  they  had  changed  the  habits  and  convictions
f  the  close  family/friends  (69.8%  of  all  responders,  73.3%
f  cardiologists  and  68.6%  of  other  care  providers).
The  cardiologists  (60.0%)  thought,  more  frequently  than
ther  care  providers  (47.7%),  that  the  presence  of  a  patient’s
lose  family/friends  could  present  a  problem  in  terms  of  the
atient’s  private  life.  More  than  half  of  the  responders  con-
idered  that  the  presence  of  a  patient’s  close  family/friends
as  not  a  problem  for  professional  secrecy  (60.3%  of  all
esponders,  50.0%  of  cardiologists  and  63.9%  of  other  care
roviders).
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he presence of an expert patient
hree  quarters  of  the  responders  said  they  knew  about
xpert  patients  (72.4%  of  all  responders,  70.0%  of  cardiolo-
ists  and  73.3%  of  other  care  providers);  they  had  never  had
he  opportunity  to  work  with  one  (74.1%  of  all  responders,
3.3%  of  cardiologists  and  70.9%  of  other  care  providers)  and
hought  that  the  use  of  an  expert  patient  would  not  be  dan-
erous  in  the  care  of  the  illness  (52.6%  of  all  responders,
6.7%  of  cardiologists  and  51.2%  of  other  care  providers).
he  responders  considered  that  the  presence  of  an  expert
atient  would  not  be  a  problem  in  patient  care  (57.8%  of
ll  responders,  56.7%  of  cardiologists  and  58.1%  of  other
are  providers);  however,  they  did  think  that  it  would  be
 problem  regarding  the  patient’s  private  life  (50.9%  of  all
esponders,  70.0%  of  cardiologists  and  44.2%  of  other  care
roviders)  and  professional  secrecy  (52.6%  of  all  responders,
0.0%  of  cardiologists  and  46.5%  of  other  care  providers).
iscussion
ur  survey  showed  that  healthcare  providers  involved  in
uch  programmes  have  a  positive  perception  of  TPE  in  HF
nd  that  it  improves  the  patient’s  quality  of  life  as  well  as
he  care  provider-patient  relationship.  This  observation  is
n  essential  factor  for  the  setting  up,  expansion  and  sus-
ainability  of  this  programme.  However,  the  survey  conﬁrms
hat  a  lack  of  time  and,  more  generally,  problems  linked  to
he  organization  of  this  programme  are  major  constraints
hat  limit  its  development  [20].
mpact of TPE on patient lifestyle
he  survey  conﬁrmed  that  care  with  TPE  enabled  the  patient
o  have  more  conﬁdence  in  the  daily  management  of  his/her
llness  [21].  The  involvement  of  other  patients  and  the  inter-
isciplinarity  of  care  [22]  enable  a  sick  person  to  feel  more
upported  as  a  patient.  The  survey  showed  that  healthcare
roviders  are  conscious  of  the  phenomenon  of  giving  the
atient  a  sense  of  responsibility  for  his/her  care  through
PE;  they  realize  that  they  play  an  important  role  in  chang-
ng  patient’s  and  family’s  habits  by  recommending  good
ealth  practices  for  patients.  Although  such  changes  raise
thical  questions,  care  providers  believe  that  their  inﬂuence
n  a  patient’s  lifestyle  is  justiﬁed  and,  above  all,  neces-
ary  to  improve  the  patient’s  state  of  health.  All  of  the
are  providers  agree  on  the  need  to  inform  the  patient  dur-
ng  the  TPE  programme  in  order  to  prevent  self-medication
ehaviour  and  to  reassure  the  patient  on  a psychological
evel.  Training  and  qualiﬁcation  of  care  providers  in  TPE  are
herefore  important.
mpact of TPE on the care relationship
he  survey  showed  that  by  proposing  care  through  TPE,
ealthcare  providers  want,  above  all,  to  make  patients  more
utonomous,  serene  and  responsible  in  the  management
f  their  illness.  However,  practical  difﬁculties,  sometimes
nvolving  patients,  sometimes  the  organization  of  care  or
are  providers  who  are  not  familiar  with  TPE  have  been
eported.  In  all  cases,  the  survey  showed  that  TPE  has
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changed  the  care  provider-patient  relationship  positively.
This  new  form  of  care  management  reinforces  the  contact
between  the  care  provider  and  patients.  The  care  relation-
ship  will  appear  to  be  more  stable,  reinforced  by  a  redeﬁning
of  the  roles  of  each  party  as  well  as  a  possible  care  part-
nership.  TPE  also  enables  care  providers  to  view  patients
differently  by  offering  them  the  opportunity  to  believe  more
in  their  ability  to  manage  their  care  and  the  daily  ups
and  downs  of  the  illness  on  their  own.  The  biopsychoso-
cial  approach  of  TPE  improves  the  relationship  by  favouring
individualization  and  personalization  of  care  [23].
Third-party participation in care through TPE
Healthcare  providers  consider  the  presence  of  close  fam-
ily/friends  during  TPE  sessions  as  being  positive;  they  see
solid  support  and  even  additional  motivation  for  patients  to
change  habits  that  are  risky  for  their  health.  However,  the
survey  showed  that  care  providers  are  conscious  that  such
participation  can  be  intrusive,  invasive  and  even  troubling
for  the  patient.  It  would  therefore  appear  to  be  necessary
to  consider  the  presence  or  not  of  close  family/friends  case
by  case  during  TPE  sessions.  Although  the  great  majority  of
responders  consider  that  the  participation  of  a  close  fam-
ily  member  or  friend  in  TPE  sessions  poses  no  particular
problem  in  terms  of  medical  conﬁdentiality  [24],  this  new
situation  should  be  taken  into  consideration,  as  the  patient’s
entourage  will  have  easy  access  to  the  patient’s  medical
information.
The  survey  also  showed  that  TPE  could  have  an  impact  on
the  lifestyle  of  the  patient’s  entourage.  The  care  providers
had  the  impression  that  they  were  educating  close  fam-
ily/friends  at  the  same  time  and  in  the  same  manner  as  the
patient.  For  them,  this  training  is  justiﬁed  and  necessary
for  the  success  of  the  programme.  This  point  is  debatable
in  that  this  ‘‘indirect’’  education  is  not  meant  to  improve
the  quality  of  life  of  the  patient’s  entourage  but  rather  to
enable  the  patient  to  feel  more  supported  and  less  isolated
during  his/her  changes  in  habits.
As  for  the  opportunity  to  include  an  expert  patient  in
the  TPE  sessions,  the  survey  revealed  that  this  solution  is
not  very  developed  in  practice.  While  the  great  majority
of  care  providers  know  it  exists,  few  have  already  worked
with  an  expert  patient.  Although  the  participation  of  this
new  player  does  not  appear  to  be  dangerous  for  most  of
the  care  providers,  they  nevertheless  stressed  the  impor-
tance  of  both  monitoring  his/her  actions  with  the  patients
and  determining  the  exact  nature  of  his/her  missions.
Survey limitations
One  of  the  limitations  of  this  study  was  the  overall  response
rate.  However,  the  response  rate  was  in  the  low  mean
for  a  study  with  healthcare  professionals  [25].  Moreover,
the  survey  was  only  sent  to  care  providers  participating  in
a  speciﬁc  programme  (the  I-CARE  programme)  practicing
TPE.  However,  since  2010,  TPE  programmes  have  required
authorization,  and  the  great  majority  of  the  programmes
authorized  for  HF  are  I-CARE  programmes.  A  limitation
related  to  the  subjectivity  and  partiality  of  the  respon-
ders  must  be  raised.  Indeed,  the  study  was  intended  only
for  healthcare  professionals  participating  in  the  I-CARE451
rogramme,  practicing  TPE  and  therefore  convinced  of  the
eneﬁts  of  such  a  practice.  Moreover,  the  I-CARE  programme
ncludes  a  signiﬁcant  number  of  hospital-based  TPE  pro-
rammes  for  HF  in  France.  Finally,  even  if  the  use  of  open
uestions  allowed  responders  to  freely  state  or  argue  their
nswers,  analysis  of  these  open  questions  constituted  a  lim-
tation  to  this  study,  raising  the  fear  of  a  false  appreciation
r  interpretation  of  their  answers.
onclusion
he  survey  showed  that  TPE  improves  the  traditional
are  relationship  through  holistic  care.  The  care  providers
nvolved  in  TPE  recognize  that  they  now  work  differently.
hus,  while  they  had  the  patient’s  health  in  their  hands  with
raditional  care,  they  are  now  accompanying  patients  and
orking  to  make  patients  understand  they  are  responsible
or  their  health.  By  fostering  the  exchange  of  informa-
ion,  the  care  providers  consider  that  their  relationship  with
atients  is  more  balanced:  on  one  hand,  they  are  more
ttuned  to  the  needs  and  expectations  of  the  patients  and,
n  the  other  hand,  the  patients  seem  to  be  more  conﬁdent.
here  remains  the  question  of  involving  a  third  party  in  the
are  relationship  —– particularly  the  family.  Should  compre-
ensive  care  of  the  patient  extend  to  educating  the  family  in
rder  to  increase  the  chances  of  success  and  sustainability
f  TPE?  It  would  be  interesting  to  ask  healthy  people  this
uestion  from  an  ethical  and  legal  point  of  view.
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